Better access increases use of ambulatory care, enhances the chances of receiving needed health care,23 prevents unnecessary hospitalizations,4 and improves health status5'6 These observations implicitly assume that increased use of primary care services, which hold the potential for promoting the health and effectively managing the disease of a population, mediates the effects of access. However, there is little empirical evidence linking access directly with care seeking from primary care physicians. 
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Two pattems of utilization are characteristic ofprimary care: first-contact use and continuity. For new or newly recurring health problems, individuals use their primary source of care as an entry site into the medical system. Physicians serving as a source of first-contact care help individuals clarify the nature of their health problems and serve as advocates for appropriate medical services delivered either in the primary care setting or through referral.
First-contact care is one of the unique attributes of primary care. Previous studies have found that the first-contact pattem of primary care utilization reduces use of specialists8'9 and emergency rooms9 and, as a consequence, health care expenditures.'0 The concept of continuity between patients and health care providers is an integral part of the Institute of Medicine's 1996 definition of primary care. The definition emphasized that primary care involves a "sustained partnership" between patients and providers that addresses the "majority of a population's health needs."" Continuity implies that individuals use their primary source of care over time for most of their health care needs. The benefits of continuity with a source of primary care are well docui l ; T 4 1 mented and include improved satisfaction, better medication and appointment compliance, enhanced physician recognition of the patient's health needs, reduced likelihood of hospitalization, lower use of emergency rooms, and less resource intensive medical care. 7, 11, 12 The purpose of this study was to examine the linkages between access and care seeking with primary care physicians. The main hypothesis was that better access to a primary care physician would have the dual effect of promoting both first-contact care and continuity.
Methods

Data Solurce and Study Poplulation
A data source that includes infonnation on individuals' access to their primary care physicians and their use of all sources of ambulatory care was needed to examine the study's research questions. The 1987 National Medical Expenditure Survey (NMES) met these criteria. The Analyses offirst-contact care were based on the 11 024 individuals (55.6%) with at least 1 acute episode ofcare, whereas continuity-ofcare analyses were based on 16145 individuals (81.4%) with at least 1 ambulatory encounter.
Concept and Measurement ofAccess
Access measures were based on indicators derived from questions about health system factors that may influence initiation and maintenance ofa relationship with a primary source of care. Three dimensions of access were assessed in this study: geographic-ability to travel to the primary source ofcare; financialcosts associated with health care-seeking; and organizational-factors related to arranging encounters between patients and physicians. Organizational access was broken down into 3 categories as described below, resulting in a total of 5 possible access barriers.
Access variables were dichotomized to indicate a specific barrier to care seeking. A geographic barrier was considered to exist if travel to an individual's primary care site took 30 minutes or more. A financial access barrier was present if the respondent reported having no insurance for part or all of the year. Organizational barriers were examined with 3 measures: availability of after-hours care at the primary care site; a wait of 5 or more days between making an appointment and being seen by a physician (appointment wait); and more than a 30-minute wait in the primary care physician's office (office wait). The Acute episodes that began with a visit to an individual's self-identified primary care physician were categorized as having firstcontact care. The proportion of all ambulatory visits, regardless ofwhere they occurred, made with the self-identified primary care physician constituted continuity.
Control Variables
Sociodemographic data consisted ofage, sex, race/ethnicity (Hispanic, Black nonHispanic, other non-Hispanic), poverty status (% of poverty line), and urban vs rural residence (urban was defined as being within a standard metropolitan statistical area). Health status was characterized by morbidity and self-perceived health status. All ICD codes from all ambulatory visits were assigned to 1 of 34 ambulatory diagnostic groups.'7 For each person, the number of unique ambulatory diagnostic groups was summed to obtain a count ofcomorbidities. Self-reported health was categorized as excellent, good, fair, or poor.
If respondents reported that their physician was a specialist, they were asked the specialty. Responses were recoded as primary care (family practice, general surgery, internal medicine, obstetrics and gynecology, and pediatrics) or other. General practitioners, family practitioners, internists, and pediatricians were labeled generalists; all others (9.6%) were categorized as specialists.
Type of practice site for each primary care physician was based on respondents' report: doctor's office, doctor's clinic, health maintenance organization (HMO), community health clinic (family health center, company clinic, school clinic), or other.
Data Analysis
The statistical software SUDAAN was used because ofthe multistage, stratified cluster sampling of the NMES. All data analyses accounted for both the design effect and the sampling weights.'8 Analysis ofvariance was used to assess differences between means, using the REGRESS procedure. The graphic access barriers, had less after-hours care, and had longer appointment waits (see Table 1 ).
First-Contact Care and Continuity
Overall, 49.6% of the respondents with acute episodes had first-contact visits with their self-identified primary care physicians, and 42.9% ofall ambulatory visits were made with these physicians (Table 2) . Age had a U-shaped relationship with both first-contact care and continuity. Children aged 1 through 4 years and the elderly (aged 65 and older) had the highest levels ofcare ofboth types, and adults aged 18 through 44 years had the lowest levels.
The although not all relationships were statistically significant ( For continuity, absence of any after-hours care was significantly associated with a decrease of 6.0%; longer appointment waits, a 9.4% decrease; and being uninsue a 6.9% decrease.
An increasing number of access barriers led to progressive declines in both first-contact care and continuity. Individuals with 3 to 5 access barriers had a 22.2% lower probability of beginning a new episode of care with their primary care physician than those without any access barriers (P < .001). The effect of more access barriers on continuity was weaker than the effect on first-contact care: individuals with 3 to 5 access barriers had an 11.5% decrease in continuity compared with those without any access barriers (P < .01).
Multivariate Regression Models
In the logistic regression analysis, no after-hours care, office waits of 30 minutes or longer, and travel times of 30 minutes or longer were all significantly related to the odds of first-contact care ( Because an increasing number ofpersons are enrolling in HMO systems of care, which mandate first-contact use of a primary care practitioner, it is likely that the absolute levels offirst-contact care and continuity are higher today. Even so, the positive association between access barriers and use of primary care is not likely to have changed over time.
Nearly two thirds ofindividuals with selfidentified primary care physicians in the United States faced at least 1 access barrier. This high prevalence of access problems has also been reported for AIDS patients.20 However, another study found that just 17% of Michigan residents needing health care reported at least 1 of 8 financial, organizational, or geographic access barriers.2' The lower Michigan estimates may be a result of asking respondents about access problems experienced while obtaining services from any source ofcare, whereas this study inquired specifically about structural barriers to seeking care from an individual's primary source of care. These discrepancies underscore the need for a common approach to conceptualizing and measuring access if data are to be compared across studies. Moreover, each ofthese studies demonstrates the importance of addressing dimensions other than financial access to improve individuals' access to care. 
